Having located some portion of the appendix, preferably the proximal, the capsule of the appendix is incised longitudinally opposite the mesenteric attachment if possible, so as to avoid the larger blood-vessels. The white, glistening surface of the middle layer is the guide to the depth of the incisions. The incised serous coat peels off very easily, and with the handle of the scalpel or with a periosteum elevator, the core can be easily separated and raised from its bed without fear of haemorrhage. This white core now serves as a guide to the capsule, inside of which it can be loosened for a short distance, then the capsule split for that distance, and the procedure repeated till the whole length is delivered. When the appendix is perforated the inner layers are gangrenous and the core is, therefore, likely to tear within its capsule on the least traction. In such a case, while it makes conditions somewhat more difficult, it is comparatively easy to follow up the capsule, find the other end of the torn core and proceed with the decapsulation. There will frequently be found a point of maximum adhesions, centralised usually at the point of pressure-necrosis from a faecal concretion, or due to some other cause, and when this is reached and freed by decapsulation, the remainder of the appendix, be it either the proximal or the distal portion, may be found comparatively free and can be dealt with in the usual manner, taking it off together with its capsule after ligation of the mesenteric attachment which, at this stage, can be easily recognised. In the closure of the abdominal wall after appendicectomy, Bell3 recommends using as sutures thin strands of the external oblique tendon, which can be easily split off. This certainly gets rid of the vexed question of infection from catgut.
